1. [bookmark: _GoBack]The TOC dictionary has a question about death.  Will you expect that all remaining questions will still be asked, even if the patient has died?

There would need to be some logic in place for programming.  In this case it may depend on whether there is any information to capture between discharge and death.

2. Background Overview – page 2 – In the overview, it says the FOA will focus on “improved access to community services and rehabilitation…” and includes Community-Clinical linkages as an example of QI in different care settings. However, there are no process or outcome measures that relate to this. Does CDC expect applicants to include direct activities for community-clinical linkages or is this an area that could be covered via working with primary care providers on stroke-stroke care? 

We suggest that the applicant consider community-clinical linkages broadly.  Within the transition from hospital to home, are there opportunities to improve access to community resources?  Are there opportunities to improve the linkage between the community and EMS activation?  Working with primary care providers could be considered where the activities demonstrate a community-clinical linkage.

3. Outcomes section, pg 5 #3 – Data linkage: The FOA states that increased data usage should result from having “an integrated/linked data platform for pre-hospital data, in-hospital data, and early post-discharge data.” Would scanning the EMS run report into an individual’s EHR at the hospital (and recording pre-hospital notification, etc. into GWTG) be an acceptable example of integrating/linking data?

It would if it includes sufficient EMS data as suggested in the draft data elements.  See draft data elements available at.  The data gathered from the run sheet would then be used to guide the EMS related quality improvement activities.

4. Strategies and Activities, pg 5 #1 – In the strategy section, the FOA states “Coordinate and/or promote public stroke PREVENTION messaging.” On page 8 under process level performance measures, the related measure relates to “…public awareness on signs and symptoms and appropriate emergency response.” Is the required strategy intended to focus on primary prevention (e.g., screening and referrals for hypertension to prevent stroke) and/or secondary prevention (e.g., medication adherence and recognizing stroke signs and symptoms, etc.)? 

Focus on signs and symptoms of stroke and the appropriate emergency response for those signs and symptoms.

5. Target Populations (pg 20 #2) – Applicants are required to address the rationale for selecting specific target populations and explaining how it will achieve FOA goals and/or alleviate health disparities. However, this does not appear to be reflected in the scoring of applicants’ Strategies (pg 25) or Work Plan (pg 26). How will addressing disparate and high risk populations be factored into the scoring or strength of applications?  

The FOA asks you to describe your target population(s) and how this will achieve the goals of the award and/or alleviate health disparities.  This is a requirement of the FOA.  How you will achieve the goals of the award and/or alleviate health disparities would be part of your approach.      

6. In the pcnasp_data_elements_2015 dictionary, several currently required data elements have been indicated as optional, several currently optional items will be required, and several appear to have disappeared altogether. 
 	Can or should we implement any or all of these changes now (or as soon as possible)?

I think it would be premature to implement the draft data elements – they are subject to change.

7. On page 6 in section 3. c  it states 

c. Recruit at least 3 hospitals or integrated healthcare systems (e.g. accountable care organizations, integrated
in-patient/out-patient healthcare systems) by Year 2 to participate in the activities listed in 3.b. (recruitment),and also participate in post-hospital data collection for 30 day follow-up, that will support improving the early post-discharge transition from hospital to home. Increase hospital participation each year for the duration of the funding period. Note: CDC will provide technical assistance and guidance on reasonable 

Does the 30-day follow up have to be completed by the hospital or can it be completed by a community agency, primary care provider service, or centralized to be completed by DPH staff?  

Is the 30 day follow up tool currently used nationally? Does the data that is collected at 30-days have to be the 30 day tool in Outcome, or is this something we can develop ourselves? 

The 30-day follow up doesn’t have to be collected by the hospital, although there may be HIPPA or IRB issues at play if not completed by the hospital or health system.  This data will be collected for quality improvement purposes and not research.  The data collected as stated in the FOA “will support improving the early post-discharge transition from hospital to home.”
CDC has provided a draft data dictionary that includes draft data elements to be collected for the transition of care data.  The FOA does not specify a particular data collection tool and grantees may develop a tool independently.  The draft data dictionary is available at http://www.cdc.gov/dhdsp/programs/pcnasr_foa.htm

8. The TOC dictionary has a question about death.  Will you expect that all remaining questions will still be asked, even if the patient has died?
There would need to be some logic in place for programming.  In this case it may depend on whether there is any information to capture between discharge and death.
9. If there’s a fee for the data collection systems that we would ask hospitals to use, is providing a small stipend only to cover the cost of the data collection tool considered reasonable program purposes and a reasonable use of program funds?
Yes it is

10. May Coverdell funds also be used to provide a small stipend to cover the cost of data collection and entry into a state’s stroke registry/data base?  For example, some hospitals in this state use the stroke registry data base that was created for stroke care quality improvement purposes in this state only and/or also use the GWTG – Stroke data base.  Can Coverdell funds be used to provide a small stipend to hospitals in this state, regardless of whether they use the state’s data base or GWTG? 

Coverdell funds may be used to provide a stipend to cover the cost of data collection and entry into a state’s stroke registry/data base.  CDC would not restrict the use of a stipend for data collection to specific databases or data collection systems.  States may use any data collection or combination of data collection systems as long as the system collects CDC specified data elements at a minimum.

11. For the work plan,  what is the preference on the following:
1. Outcome measure or SMART Outcome objective
1. Process measure or SMART Outcome objective

There may be reasons to use both outcome and process measures, such as a process measure embedded within an outcome measure.
















12. Can you please provide an example of how the work plan table should be set up? Possibly a mock a work plan? We are confused about what constitutes a specific outcome measure vs. a process measure. The FOA indicates that both should be from the evaluation and performance measure section. 
Think of using something that works well for your program as you are designing it.  Even something simple like this can convey your work plan.  Finding a way that works for you and doesn’t take up a lot of space in the FOA might help.
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13. On page 6 under activity 4d it states: “Submit data to CDC according to CDC guidelines.” How exactly would the data be submitted to CDC? For example, is there a secure file upload system?  
The Coverdell Program uses a CDC Secure Access Management System for file uploads.
14. For performance measure 9, what is considered quality of care data and can the reports on quality of care data include reports collected from Get With The Guidelines-Stroke?  
If using GWTG, those reports would be available to all hospital users.  There may be other types of reports using the quality of care data that you could use to provide feedback to hospitals and EMS.
15. For performance measures 20 and 21, can you please specify the numerator and denominator for these percentages? Are you requiring that grantees report the percentage out of total acute stroke admissions in their state?  
Yes – we are asking for the total percentage of stroke admissions in your state that are participating in your program, and the percentage of EMS transports from the field for possible stroke cases in your state that come from participating EMS agencies.
16. For performance measures 22 and 23, can you provide more detail about how the EMS data has to be linked to in-hospital data? For example, if pre-hospital data is collected through Get With The Guidelines-Stroke, can this be counted as linking to in-hospital data?  
EMS data can be collected by the EMS agencies or by the hospital or both, but it will be used by EMS for QI purposes.  
17. For performance measures 48-50, will the grantee be required to calculate and submit crude and risk adjusted data on these measures?  
Yes
18. On page 28 of the FOA, the EMS quality of care data is required to be uploaded as a SAS dataset. I understand that the grantees are expected to develop an integrated data system that links at the patient level. Does this mean that the grantees are expected to submit de-identified patient level data or aggregate numbers? 
Grantees will be expected to submit de-identified patient level data to CDC.
19. I have a question pertaining to evaluation; on page 13, the first bullet in the first paragraph states "describe commitment to allocate at least 10% of the total funding award to evaluation activities".  Does the salary of a full-time evaluator count as "evaluation activities"?  If not, would the cost of setting up a system to collect and analyze data be included, as the data will guide the evaluator's tasks?
Funding to support evaluation activities may include the salary of a full time evaluator and/or the development of a data collection and analysis system.
20. what are the data elements for quality of care for EMS and hospitals?
The draft data dictionary for the Coverdell DP15-1514 FOA is located at:
http://www.cdc.gov/dhdsp/programs/pcnasr_foa.htm
21. Should applicants include travel expenditures in the budget for a technical workshop or meeting for grantees to attend? If so, can you provide any detail – such as expected number of days, location, number of attendees from each state, etc.?
For the first year, please do not provide a budget for a grantee workshop.
22. Is this grant funded through Affordable Care Act funding?
No
On page 9 of the FOA under performance measure #7, what is meant by post discharge data? What data elements are required to be collected under the 30-day post discharge category? 
This is data collected by hospitals post discharge from hospital to home.  Please see the draft data elements at:  http://www.cdc.gov/dhdsp/programs/pcnasr_foa.htm 
Regarding performance measure #8, where can I find the CDC guidelines for the annual chart re-abstraction?  
CDC guidelines on chart re-abstractions have varied from year to year.  This is done to ensure reliability of data abstraction and to monitor for problems in abstraction of various data elements.  CDC will set parameters for the number of records to be re-abstracted.  For hospitals and EMS, this will vary by hospital volume.  In the current FOA, the maximum number of charts required to be re-abstracted by hospitals is approximately 10/year and the number and which data elements to re-abstract varies from year to year depending on the needs of the program. State are welcome to require additional records and data elements for re-abstraction.

